impossible to say whether the tumour was attached to the skin or not. The tumour was definitely lobulated, smooth and of elastic consistency-in fact I thought it was fluctuant. The movements of the interphalangeal joints were free and painless, though full flexiqn was limited, owing to mechanical obstruction by the swelling. There was marked tenderness over the lobule of the tumour situated on the ulnar aspect near the distal interphalangeal joint.
Treatment.-I attempted to aspirate, but as the attempt was unsuccessful, I removed the tumour by operation on February 9, 1932. 8Q1 1098 Operative findings.-The swelling consisted of five rounded, well encapsuled, pale yellow masses, which shelled out readily and appeared to be loosely attached to the periosteum. The tumour surrounded the flexor and extensor tendons, no sheaths being visible. It was not attached to the skin.
Microscopic examination showed it to be a myeloma. Comment.-Referring to the literature on tumours connected with tendon sheaths I find that the described cases fall into two groups: (1) A small group of definitely malignant tumours; (2) a large group of tumours-usually termed myeloma-which all share certain characteristics. They are slow-growing, do not infiltrate, do not give rise to metastases, and, if completely removed, do not recur locally. They are all encapsuled, lobulated tumours of elastic consistency and yellow-often bright yellow-in colour, with small petechite. Microscopically they show numerous giant cells in a cellular tissue with well-marked strands of fibrous tissue and thickwalled blood-vessels. The nature of these tumours is still obscure. Fleissig, in 1913, put forward the view that they are inflammatory in origin, basing his contention on the presence of cholesterin crystals and lipoid, the absence of mitoses, and the foreign-body type of giant cell, together with the slow growth and benign course of the lesion. This view is upheld by A. C. Borders in his paper on seventeen cases treated in the Mayo Clinic. He emphasizes, in support of this theory, the frequent occurrence of trauma and states that old h8emorrhage is one of the constant findings. Ewing agrees with this view.
The other theory is that the swelling is a true neoplasm. Heurtaux regards it as a new growth, but of an innocent nature and not a sarcoma. He refers to the tumour as a myeloma. Bellamy thinks these swellings are neoplastic, but should be regarded not as myelomas, i.e., bone-marrow tumours, but as endotheliomas, as he found active proliferation of the endothelium of the blood-vessels. Stewart and Flint likewise reject the theory of the granulomatous nature, as a sharply-defined, lobulated and encapsulated tumour is rarely, if ever, seen in inflammatory formations, and also inflammatory cells of the ordinary type are entirely absent. Cholesterin and lipoid are also found in neoplasms and do not constitute proof of inflammatory origin. I agree with these authors, for in my patient I could find no suggestion of inflammatory origin, and there was no history of trauma. I In my case the tumour appears to belong to the innocent group, though it varies from the usual description in two particulars: (1) the rate of growth was comparatively rapid. Bellamy states that "to equal the size of an almond requires five or six years." My patient's tumour reached the size of a gooseberry in six months. The average duration of cases at the Mayo Clinic is given as seven and a half years. Heurtaux gives the average duration as seven years. (2) The characteristic deep yellow colour and petechihe were absent in my case. The tumour that I removed was pale yellow, rather like a lipoma, and homogeneous.
The attachment to periosteum suggests that the tumour may really spring from that structure. The giant cells being osteoclasts, the whole structure suggests similarity with epulis. It is difficult to see how marrow-cells could be found outside the unbroken periosteum-unless the embryonic rest theory be invoked-and, in my opinion, the growth is most unlikely to be a product of the bone-marrow.
